Objective:The elderly population, defined as ≥65 years old, is increasing with time in society. Depressive symptoms in old age lead to worsening of physical and cognitive abilities. This study investigated the prevalence of depressive symptoms in elderly people living in a residential home in Istanbul and factors affecting this indication. Methods:The study was conducted in a descriptive and cross-sectional manner. The questionnaire, which included sociodemographic questions and inquiries on factors affecting depression, Geriatric Depression Scale Short Form-15 (GDS-15), and Mini-Mental test, was administered to 77 elderly people. Results:Twenty-nine of the participants were females and 48 were males, with a mean age of 75.9 ± 8.2 years. The mean GDS-15 score of the elderly was 4.04 ± 3.42. Concerns regarding leaving the residential home, low telephone call frequency, persistent physical illness, and inability to complete self-care activities were significantly associated with depressive symptoms. Conclusion:Depressive symptoms are common in the elderly living in residential homes. This occurrence is closely related to social support and health status. Further studies are warranted to determine if factors associated with such symptoms are risk factors for depression.
INTRODUCTION
The average life span has been extended due to improvements in the health field and in living conditions (1) . The proportion of the elderly population (defined as ≥65 years) in the general population is 21%-26% in countries such as Japan and Germany, and 8.3% in Turkey in 2016 (2) . Depression causes "loss of ability" and "mortality" in the elderly and worsens the prognosis of accompanying health problems. It also causes increased loss of function compared with diseases such as diabetes and hypertension. However, depression in old age is less well known to physicians, and the diagnosis is difficult. Depression is generally believed to be related to the aging process or other medical conditions (3) . Furthermore, it is more prevalent in the elderly who live in residential homes than in those living elsewhere; therefore, the former constitutes a layer of society that is more fragile and requires additional social support (4, 5) . Although many studies have described varying ratios, the prevalence of depression in individuals aged ≥65 years is up to 40% in those living in residential homes and approximately 8%-15% in the general population (6) .
Many factors affect the prevalence of depression in the elderly. These factors may be person-specific reasons, inadequate social support, or factors related to an institution and its residents. Ryden et al. found an inverse relationship between existence of depressive symptoms and levels of satisfaction from a residential home (7). Zunzunegui reported that low education level, being a female, being widowed, and having low social support for their children are associated with depression in 1284 people from a study population in Spain (8) . A study conducted by Sütoluk et al. in Adana residential homes revealed that non-housewives and individuals without hobbies were more at risk for depression than other residents (9) . In the study by Kavakçı, depression was commonly found in women and in individuals with cognitive impairments. Additionally, male sex, duration of education, and smoking are negatively correlated with depression (10). Hagerty and Williams reported that loneliness, a lack of sense of belonging, and social support are factors affecting the development of depression (11) .
The fact that many of these causes are commutable factors and the incidence of depressive symptoms is high in the elderly make depression a public health problem.
This study aimed to determine the prevalence of depression and investigate the factors affecting depression at a residential home in İstanbul.
METHODS
Descriptive studies were conducted from October to December 2016 on individuals living in a residential home in Istanbul. Permission was obtained from the director of the residential home. A total of 165 residential home residents were invited to participate in the study; 130 individuals had no mental or physical problems such as Alzheimer's, dementia, or paralysis that prevented them from answering questions. Thirty-five elderlies with impaired function required care due to their cognitive or physical illness and stayed in a rehabilitation center connected to the residential home. Twenty-eight people refused to participate in the study, and 25 were not included in the study because they did not pass the Mini-Mental test. As a result, we had a final population of 77 elderlies, who provided their informed consent. The participation rate was 59%. This cross-sectional study was considered descriptive owing to its low participation rate. However, the nature of the work is a condition that is expected with a limitation. The residents were assessed through question forms using the Mini-Mental test, Geriatric Depression Scale Short Form-15 (GDS-15), and questionnaire about factors affecting depression including sociodemographic questions. The Mini-Mental test is divided into four main sections: orientation, recording memory, attention and calculation, and recall and language. The short form of GDS-15 was administered, which had 15 questions that included yes/no answers ( Table 1) . Five questions (question number; 1, 5, 7, 11, and 13) were positive and others were negative. A total score of ≥6 is significant for the diagnosis of depression (12) . A total of 33 sociodemographic questions were in the questionnaire. Such questions were about the sociodemographic characteristics of the elderly, the way in which they perceive themselves, their health and environment, their relatives, and relations with the residents of rest homes. All questions were prepared by examining the relevant literature (5, 9, 10, 13). Data were collected between October 10-30, 2016, and the questionnaire was administered in person. The approval of the ethics committee was obtained in October 2016 from the ethics committee of the medical faculty of the university to which the researchers are affiliated.
Statistical Analysis
For the statistical evaluation of the data, percentages, mean numbers, standard deviations, and figures were used. Furthermore, the Mann-Whitney U test, Chi-square test, Fisher exact test, and Kruskal-Wallis variance analyses were also employed. For statistical significance, p < 0.05 was considered.
RESULTS
Sociodemographic characteristics: The 77 elderlies who constituted the sample of our study comprised 29 (37.7%) females and 48 (62.3%) males. The mean age was 75.9 ± 8.2 (minimum; 60 years, maximum; 95 years). The majority of the participants was widowed (58.4%), had children (71.4%).
Twenty-two of the elderlies (28.6%) were depressive and 55 were normal (71.4%). Depressive symptoms were assessed according to variables reported in the table and reported as factors that may be associated with depression in the literature. In univariate analysis, low telephone call frequency, concerns of leaving the residential home, persistent physical illness, and inability to complete selfcare activities were significantly associated with existence of depressive symptoms (p < 0.05; Table 2 ).
The mean GDS-15 score of the elderly was 4.04 ± 3.42 (minimum; 0, maximum; 14). When the average of the scores was examined according to the variables, GDS-15 scores were found to be higher in those with low telephone call frequency (p < 0.01), who were concerned about leaving the residential home (p < 0.05), who felt very sick (p < 0.01), and who were continuously ill (p < 0.05; Table 3 ). When other factors were examined, no statistically significant difference was found between the mean scores (p > 0.05).
DISCUSSION
Many risk factors have been identified for depression in the elderly. Various studies showed that being a woman, having low socioeconomic status, loss of partner, living alone, inadequate physical activity, inadequate social support, experiencing sleep disorders, having cognitive or chronic diseases, lack of ability to perform self-care activities, reluctance to participate in social activities, and receiving no visits are factors that contribute to depression (5, 9, 13, 14) . Therefore, it is important to target individuals who lack social support and have risk factors in interventions. In a study conducted in Turkey, the prevalence of depressive disorder (major + minor) in the general population was 9% (15) . Depression occurs in approximately 15% of patients >65 years old who apply for a doctor for various reasons and 25% in residential homes abroad (16) . In a study conducted in Turkey, 34% of the elderly living in their own homes had depression, whereas 48% of those living in residential homes had depression (14) . Despite the low rates of depression in prevalence studies, which are generally diagnosed in a structured manner in accordance with standard clinical diagnostic criteria, depression rates were high in studies using scales that diagnosed at the level of symptoms (5) . In this study, the prevalence of depression was found to be 28.6% with GDS as a diagnostic scale. Harris et al. found a 23.8% similarity in our study of depression to our study of GDS in the UK (17). Şahin et al. compared the prevalence of depression among those living in residential homes and those living in their own homes in a study in Edirne. The prevalence among those living in residential homes was found to be 48.1% (14) . In Şahin's study, no information was provided regarding the inclusion of elderly people with loss of function due to physical illnesses (14) . We did not include patients who were directed to a rehabilitation center owing to cognitive or physical illness; therefore, we possibly found the prevalence of depression to be lower despite using the same scale. In a survey conducted by Demet et al. in a residential home, the prevalence of depression was found to be 35.9% (5) . This difference may be due to the fact that 37.9% of the respondents in the rehabilitation center consisted of the elderly of low socioeconomic status. The prevalence of depression found in a study by Kavakçı et al. involving 3039 individuals of 55 years old was 13.6% (10) . Considering that their study sample was not from a residential home and comprised a younger group, a lower prevalence of depression may have been found in our study. The prevalence of depression was 48% among the elderly in some residential homes. This percentage indicates that the significantly high scores from the GDS were from insufficient social support for the elderly, and depressive symptoms were overlooked. Interventions would be appropriate in this regard. When we considered the variables related to depression, we found a significant difference between the frequency of telephone calls and depression in our study. Bekaroğlu et al. found that the lack of care is a risk factor for depression in the elderly at residential homes, and this finding was also confirmed in our study (18) .
We found an association between depression and anxiety of withdrawal from the residential home. Demet et al. also noted that depressive symptoms were more frequent in the elderly who were concerned about leaving the residential home, and this finding was consistent with that of the literature (5).
When health status and effects of mobility on depression were examined, results revealed that depressive symptoms were more frequent in those who stated that they had persistent physical illness and were unable to perform self-care activities. Şahin et al. demonstrated that physical health problems increase the prevalence of depression in the elderly (14) . According to our findings, the presence of physical illness was related to depression.
Linden et al. detected depression in 50% of patients being examined by psychiatrists after evaluation and treatment by a physician (19) . For this reason, physicians may be advised to assess and screen elderly patients who have physical problems for depression. Kurtoğlu reported that 77% of the elderly who were diagnosed with depression had a disability. Valvanne and Tilvis found that depression is associated with loss of health and function in the elderly. Disability, health problems, and inability to complete selfcare activities can both be the cause and consequence of depression. Considering that we are unsure about temporality of the factors we investigated and depression, the relationships we found may not be causal.
Factors such as sex (14) , educational status (8, 20) , marital status (8), social insurance, and income (5), which are defined as risks for the formation of depression in the literature, were not effective indicators in our study.
CONCLUSION
As a result, depressive symptoms in elderly living in residential homes reached significant levels, which were related to inadequate self-care, concern about leaving from the residential home, low telephone call frequency, and persistent physical illness. The risk of becoming depressed
